Abstract
Introduction
Departing from Weber's lifestyle concept (1978) , Cockerham (2005 Cockerham ( , 2007 developed a 'health lifestyle theory' to underline the structural dimensions of health lifestyles. He described health lifestyles as "collective patterns of health-related behaviour based on choices from options available to people according to their life chances" (Cockerham 2000, p. 165) . Health lifestyles are largely shared by individuals close to one another in the social space, and whose similar opportunities with regard to life chances give rise to a shared habitus as elaborated by Bourdieu in La Distinction (1984) . In the same vein as Weber and Bourdieu, cultural health capital theory has recently been developed to explain persisting social inequalities in healthcare use. This field of research suggest that the social distribution of health-relevant knowledge and the skills used to lead healthy lives emanate from accumulation processes that start in childhood and proceed throughout the life course (Abel and Frohlich 2012; Mirowsky and Ross 2003; Missinne et al. 2013) , "through repeated contacts with healthcare providers and lifelong socialization" (Shim 2010) .
Little is known about how these accumulation processes of cultural health capital evolve. We are in the dark regarding whether and which specific life stages or experiences are crucial in the development of cultural health capital or health lifestyles (Singh-Manoux and Marmot 2005) . Early life experiences seem important, as childhood socio-economic conditions shape the development of health-related behaviours (Kuh et al., 2004) when parents transfer skills and knowledge to their children (Abel and Frohlich 2012; Singh-Manoux and Marmot 2005) . In addition to setting an example by buying food, (alcoholic) beverages, engaging in sport, taking their children for regular dental check-ups, etc., the beliefs supporting parents' own health behaviour are transmitted unintentionally or via explicit teaching efforts (Lau et al. 1990; Tinsley 2002) . The childhood socio-economic environment has been empirically linked to several health behaviours in adulthood, such as smoking, alcohol consumption, diet, physical activity and dental service use (Gilman et al. 2003; Huurre et al. 2003; Lynch et al. 1997; Powe et al. 2005; Peres et al., 2007) .
Socialisation into health behaviour continues throughout adult life, as proposed by health-related social control theory (Lewis and Butterfield 2007) . Marital partners are considered the most important and powerful source of influence in a person's adult life (Umberson 1992) , but other social network members, such as friends and offspring, can also become influential actors for health-related social control (Lewis and Butterfield 2007; Tucker 2002) . With regard to health behaviour, life course researchers urge giving consideration to the dynamic nature of social ties (Thomas 2011; Umberson et al. 2010) and similarly, to social positions through each stage of the life course (e.g. Kuh et al. 2004; Lynch et al. 1997; Power et al. 2005; van de Mheen et al. 1998 ).
We believe that social mobility research can yield insights into the development of health behaviour, as socially mobile individuals have encountered different contexts of socialisation, each with its own characteristic levels of cultural (health) capital and health-related practices. We focus on intergenerational mobility, which refers to the change of position within the social hierarchy between parents and their children (Sorokin 1927) . Studying the health behaviour of these individuals might help us to gain insight into the relative importance of a person's social position of origin compared with their social position of destination for the development of health behaviour.
Much uncertainty remains with regard to the issue of social mobility and health behaviour (Pollitt et al. 2005 ). Investigation into this topic is hampered by a longstanding methodological difficulty to simultaneously estimate the effects of social position of origin, social position of destination and social mobility. Since social mobility is linearly dependent on both the social position of origin and destination, the parameterization of the independent effect of origin, social position of destination and social mobility in a traditional regression framework is not possible (Hendrickx et al. 1993; Sobel 1981) . Health behaviour research still largely draws on this linear regression approach (e. g. Bowes et al. 2013; Gall et al. 2010; Karvonen et al. 1999; Kuntz and Lampert 2013; Pearce et al. 2009; Peres et al., 2007; Silverwood et al., 2012; Watt et al. 2009 ), rendering conclusions very tentative.
We employ Sobel's (1981) diagonal reference model, which is considered to be "the only acceptable method to model mobility effects" (Houle 2011, p. 764) . This technique allows us to disentangle the effects of social position of origin, social position of destination and the effect of transitioning between them. The theoretical starting point of this statistical technique is the idea that socially immobile individuals represent the core of each social stratum. For example, De Graaf et al. (1995 , p. 1007 argue that the characteristic attitudes of a farmer can be best understood by going to those men who were "born and bred a farmer". Therefore the health-related behaviour of socially immobile individuals is considered characteristic for that social position. The estimates will be derived by comparing the health behaviour of socially mobile individuals to the health behaviour of the immobile individuals situated in the corresponding social position of origin and destination. Within the scope of this paper, we focus on mammography screening, which is the only current option for detecting breast cancer at an early stage (Palencia et al. 2010) . It is the most frequently diagnosed form of cancer and the leading cause of death from cancer among women, with an estimated mortality rate of 16.7% (Ferlay et al. 2007; Jemal 2011; World Health Organization [WHO] 2013) . Despite recommendations by the WHO (2013) and the European Union (OJ C 68E, 3 March 2004, pp. 611-17) , not all women aged 50-69 years engage in mammography screening and socio-economic inequalities in its use seem to persist in Europe, including Belgium (Jusot et al. 2012; Lorant et al. 2002; Puddu et al. 2009; Renard et al. 2014) .
Because mammography screening is a relatively recent health practice and is only recommended between the ages of 50-69 years, not many women in our sample will have seen their mothers set an example. However, Cockerham (2007) highlighted that notwithstanding their own complexities, health practices comprise an overall pattern so that the regular take-up of preventive mammography screening can be viewed as an expression of a health lifestyle that started to develop during childhood. Bourdieu's notion of the habitus (1984) entails that "health-related behaviour can be seen as a largely routinized feature of everyday life which is guided by a practical or implicit logic" (Williams 1995, p. 583) . argue for a general behavioural orientation towards a health lifestyle (Donovan et al. 1993 ) by linking different forms of preventive health behaviours across the life course. Women whose parents took them for dental check-ups seem to be more likely to take up regular mammography screening in later life, irrespective from traditional measures of childhood and adulthood socio-economic factors and despite the efforts of the Belgian government to engage all women aged 50-69 in free mammography screening. In addition to that of the parents, the health lifestyle of the partner can affect individual's health behaviour. A follow-up study showed that also the partners' preventive health behaviour in childhood predicts the woman's regular mammography screening, independently from her own childhood preventive health behaviour and the aforementioned factors (Missinne et al. 2013) .
Studying the example of mammography screening offers two important advantages. First, this type of preventive health behaviour is only recommended from the age of 50 onwards (WHO 2013), when social mobility processes are likely to have been actualised. Therefore, this form of health behaviour is unlikely to affect the course of social mobility. In most studies, such a process of reversed causality cannot be ruled out and hampers causal interpretations of the effect of social mobility (Claussen et al. 2005) . Second, it is very unlikely that mammography screening is related to the event and accompanying stress of social mobility itself, as has been suggested for health-compromising behaviours such as alcohol use or dietary patterns (Karvonen et al. 1999) .
Theoretical expectations and hypotheses
Social mobility constitutes a central topic in sociology (e.g. Blau and Duncan 1967; Ganzeboom et al. 1991; Lipset and Zetterberg 1956) . In his pioneering work, Sorokin (1927) defined social mobility as the shifting of individuals within social space, and he claimed that socially mobile individuals exhibit distinctive attitudes and values as a result of the cross-fertilisation of attitudes and values originating from different social strata (Sorokin 1927) . A large body of social inequality research focuses on social mobility to arrive at a better understanding of the stratification process, the openness of a society, its meritocratic character and other factors (e.g. the Wisconsin longitudinal study). Although related, our research questions pertain to the individual experience of social mobility and how it is expressed in everyday life, in the form of the health-related choices individuals make and the way these are socially structured. Our interest in socially mobile individuals departs from the fact that they have been socialised by two different social strata. It is plausible that both contexts of socialisation will manifest themselves in the behaviour of socially mobile individuals. However, hypotheses can be formulated as to which context has the predominant effect on the health behaviour of socially mobile individuals.
Traditional socialisation theory considers parental socialisation as deep and lasting, because children are believed to be much more malleable than adults (Brim 1968; Rosow 1974) .People are imprinted with socialising messages during childhood; imprints which are deemed to continue to manifest themselves throughout the life course. According to Bourdieu (1984 Bourdieu ( , 1990 , lived experiences during childhood are crucial in the formation of the habitus. Viewing preventive mammography screening as a manifestation of positive health behaviour, this would lead us to expect the behaviour to be predominantly shaped by the primary socialisation context: the social position of origin. In line with research on social mobility effects (e.g. Tolsma et al. 2009 ), we term this the origin hypothesis.
However, the depiction of socialisation in traditional theory has been criticised as being too unidirectional and too straightforward. Contemporary theory reframes socialisation as a group-to-group relationship, instead of a dyadic relationship between parent and child (e.g. Corsaro 2005; Harris 1995; Thorne 1993) . Furthermore, it stresses that socialisation is never complete. Although parents are important socialising agents, socialisation continues into adulthood when individuals are confronted with new experiences (Ryder 1965 ) and other significant network members become important for health behaviours Fowler 2007, 2008) . Accordingly, it has been suggested that the idea of a class-rigid and static habitus founded in childhood experiences no longer holds true (e.g. Daenekindt and Roose 2013b; Lahire 2011) . In line with these arguments, we can formulate a contrasting hypothesis to the origin hypothesis -the destination hypothesis -which states that the health behaviour of socially mobile individuals will be predominantly associated with the social position of destination.
The destination and origin hypotheses implicitly depart from the assumption that upward and downward mobility are similar in their effects. This is not necessarily the case, as the experience of upward social mobility is quite different from that of downward social mobility. For example, the latter is often associated with feelings of failure (Blau 1956 ). In accordance with this line of thinking, the maximisation hypothesis has been proposed (De Graaf and Ganzeboom 1990 ). According to this, socially mobile individuals adapt to the highest status group. For upwardly mobile individuals this means that they would adapt to the lifestyle patterns of their newly achieved social position, while downwardly mobile individuals retain the lifestyle of their social position of origin. Monden and de Graaf (2012) reasoned that the former individuals reflect the more healthy lifestyle of their achieved social position, while the latter notice the negative health effects of the lifestyle of their new social group. In health research, this phenomenon, through which past social conditions protect against vulnerability, has also been termed 'social protection' (Heraclides and Brunner 2010) .
Data and methods

Data
We use data from the Belgian sample of the Survey of Health, Ageing and Retirement (SHARE), which contains detailed information on health, healthcare use and socio-economic status, among other factors. All respondents aged 50 or over at the time of the interview, and their partners where available (and children older than 50 living with their parents), were interviewed face-to-face using structured, computerised questionnaires. In Belgium, households were selected based on multi-stage probability sampling (for details see 
Measurements
Independent variables: social position of origin and social position of destination
Similar to studies on social mobility and health-related behaviour (e.g. Karvonen et al. 1999; Pearce et al. 2009; Silverwood et al. 2012; Thomson et al. 2004) , we operationalise social mobility as occupational mobility. Our focus on older women entails the need to consider carefully how homemakers are classified. A substantial number of the women had never worked during their lives, as their working age coincided with a period characterised by the male breadwinner model (Tilly and Scott 1987; Vanhautte 2002) . To maximise the robustness of the findings, we test the hypotheses in two ways. First, we confine the sample to women who have been in the labour market at some time during their lives and we use their own occupational position. Second, we include all women in the sample and use the occupation of the husband instead. The reasoning behind this is the welldocumented tendency for social homogamy (Blackwell 1998; Kalmijn 1998; Smits et al. 2000) The social position of destination is derived from the 4-digit ISCO-88 codes generated by the SHARE team. The first digit, which refers to the previously mentioned major groups, is used to categorise the occupations in a similar manner to that used for the social position of origin. For the first set of analyses, we retrieve the information on women's own ISCO by means of the answers to "the exact name or title" of their main job or their last main job. The former applies to women who were still employed at the time of interview in 2004, while the latter refers to women who stated they were retired, unemployed, permanently ill/disabled or homemakers. From the results, the occupational position of 18.3% women is classified as blue-collar low skilled, 7.8% blue-collar high skilled, 23.6%
white-collar low skilled and 29.1% white-collar high skilled. Some 12.9% had a higher social position in 2004 than when they were children, while 52.8% were downwardly mobile (results not shown). In total, 21.1% of the women could not be included because information on occupational position was lacking, in most cases because they had never entered the labour market (14.6%).
For the second sample, we make use of the dyadic nature of the SHARE. It is the male partner who reported the "exact name or title" of their main job or last main job. If the married or cohabiting partner was no longer alive or did not take part in the survey, his last occupation was reported by the partner through the question "What is the most recent job your [ex-/late] partner had?" The use of the partners' occupational position results lead us to categorise 15.4% of women as blue-collar low skilled, 19.3%
blue-collar high skilled, 11.4% white-collar low skilled and 38.8% white-collar high skilled. Social mobility figures are similar here. Some 13.6% of the women had moved up the social latter while 32.2% had moved down (results not shown). In this sample, 15.6% of the cases had to be omitted, because of missing information on partners' occupational position (12%) and because some women had never married (3.6%). Tables 1 and 2 show the number of socially mobile individuals for both samples.
Dependent variable: mammography screening
We examine whether or not women had commenced regular mammography screening before 2004.
This time coincides with the data collection for the first wave, when the destination social position was appraised. We combine the information for the questions "Have you ever had mammograms regularly over the course of several years?" and "In which year did you start having mammograms regularly?"
As it is recommended to have mammography screening every two years (European Commission 2003), women who started screening but did not continue it on a regular basis during the recommended age range (50 to 69 years old) are given a score of zero, together with those who never started screening. The majority of women had started mammography screening during their lives (63.2% in the first sample and 59.2% in the second). Information on screening is lacking for only a small number of women and they are therefore deleted list-wise (respectively 3.2% and 3.1%).
Accordingly, the final sample consists of 963 women using the first sample and 1,015 women using the second.
Covariates: age
Risk factors for breast cancers are not well understood (Palencia, 2010) 
Statistical analysis
To estimate the relative impact of social position of origin and of destination, we use Diagonal
Reference Models (DRMs). DRMs were designed specifically to study the effects of social mobility.
This method has been used in a wide variety of research fields, such as political behaviour, (e.g. 
Results
Bivariate relations
As could be expected and as illustrated in Table 1 and Table 2 , mammography screening practices are stratified according to social position. The proportion who engaged in regular mammography screening is substantially higher among white-collar skilled women (76% and 65%) than blue-collar skilled women (45% and 57%). Based on the partners' ISCO-88 code, the figures are somewhat less pronounced (respectively 70% and 58% compared with 56% and 48%). The diagonals of both Table 1 and Table 2 show that a similar social structuration of mammography screening can be found among the immobile individuals (the shaded boxes). Their screening behaviour is taken as the reference points in the DRM models.
( Table 1 and Table 2 around here)
Diagonal Reference Models
To test our hypotheses, we estimate the baseline and the maximisation model. For both models, we do this twice: once using the ISCO-88 of the respondent herself, and once for the operationalisation of social mobility where we use the ISCO-88 of the partner. Based on the Akaike Information Criterion (AIC), we see that the baseline model fits best in both instances (Table 3) . We can therefore reject the maximisation hypothesis which stated that both upwardly and downwardly mobile individuals adapt to the screening behaviour of the highest status group. The effect of social mobility will thus be similar for both upwardly and downwardly mobile individuals.
( Table 3 & Table 4 around here)
Now, we know that we should turn to the parameters of the baseline model to examine the origin and destination hypotheses (Table 4) . Similar to the aforementioned descriptive statistics, the estimated means of the diagonals show the extent to which mammography screening is stratified. Immobile women with a higher social position have a higher probability of commencing regular mammography screening. For example, blue-collar low skilled women have much lower probability (.648) of screening than white-collar high skilled women do (.825). The same pattern is found in the general female population in which homemakers are included. The probabilities of screening are respectively .618 and .783.
The weighting parameters -which are calculated based on the estimates of the immobile women-are the most interesting part of the analysis and will decide on the origin and destination hypothesis . In both cases -own ISCO-88 and partner's ISCO-88 -we see that screening is predominantly influenced by the social position of destination. By delineating a confidence interval around both pparameters, it can be observed that both are significantly lower than .5, thus providing evidence for the destination hypothesis. For example, the 95% confidence interval around .116 becomes [-.256; .488].
P-parameters significantly smaller than .5 indicate that the outcome variable -mammography screening -is predominantly guided by the social position of destination. The rejection of the maximisation hypothesis implies that the predominant influence of the social position of destination applies to both upwardly and downwardly mobile individuals. By means of the p-parameters and the values for the immobile women (shaded boxes), we can calculate the probabilities of mammography screening associated for all socially mobile women, according to the strategy outlined in figure 1 (see Table 5 ). Given the p-value of zero in the first sample, socially mobile women (off-diagonals) reflect the health behaviour of the immobile women (diagonals) exactly. In the second sample, the small pvalue leads to a very close reflection of the screening probabilities of socially mobile women to that of immobile women.
( Table 5 about here)
The effect of the control variable is in line with previous research (Missinne et al. 2013) . Women who were not age eligible for the national screening programme have much lower probability in both samples of ever commencing regular screening (0.078; 0.109).
Discussion and conclusion Williams (2003) argues that a longitudinal approach is necessary to understand the role of social structure on health and health lifestyles (Williams 2003) . We take a different approach to pioneering longitudinal studies on health that have concentrated on unraveling the direct and indirect long-term effects of childhood social position (Hayward and Gorman 2004; O'Rand and Hamil-Luker 2005) .
Instead, we argue that the health behaviour of socially mobile individuals can elucidate how cultural health capital and health lifestyles develop over the course of an individual's life. Within the scope of the present research question, these individuals are interesting with regard to shedding light on the underlying mechanisms of the social structuration of mammography screening that remain unexplained (Wübker 2012) .
The retrospective longitudinal data of the SHARE allows to study regular mammography screening, which is a more clear expression of a health lifestyle. This notion of regularity is an important aspect of preventive health care but is often ignored in empirical research on socio-economic inequalities (Spadea et al. 2010) . Also for mammography screening, its take up is only reported for a period of one or two years, which does not allow the study of its long-term use at the recommended regular intervals However, concluding that childhood socio-economic environment does not matter at all for healthrelevant dispositions and for mammography screening in particular, would be jumping to conclusions.
We could only use occupation to define a person's position in the social structure, as this is the only indicator for which we have information for both childhood and adulthood. Therefore, data limitations prevent us from considering other components of the social structure that might be crucial to the development of cultural health capital, such as educational level. This is regrettable given the strong association between educational level and preventive healthcare use, including mammography screening (Puddu et al. 2009; Stirbu et al. 2007; Renard et al., 2014 ). Besides including the educational level of the parents, future research should apply a cross-national perspective, which would allow moving beyond 'controlling' for the supply effect of a population-based screening initiative as we have done here. National screening policies play an important role in mammography screening behaviour , but the question remains of how these affect the relative impact of childhood and adult socialisation. Studying changes over time could also help to elucidate how adult socialisation is intertwined with social policy. We have already mentioned that data limitations prevent us from considering other components of the social structure. Additional limitations should also be acknowledged. Information is only available for two time points and is lacking with regard to the age at which individuals moved up or down the social ladder. There might be different effects of social mobility according to the amount of time spent in the different social positions (Bartley and Plewis 2007) , as proposed by cumulative exposure models (Willson et al. 2007 ). Finally, the example of mammography screening confines us to women. Studying other forms of health behaviour would allow us to examine whether the same processes apply to men, as masculinity beliefs have already been shown to be moderating factors for preventive healthcare use (Springer and Mouzon 2011) .
In sum, studying the health behaviour of socially mobile women, we learn that mammography screening is predominantly shaped by their adulthood social position. Question is whether similar findings will result when using other indicators of social position. These and similar research questions about the social origins of health lifestyles, can benefit from an integration of the life course perspective and social mobility research. 
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